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Abstract
The Current Behavior Inventory: Examining Reliability, Validity, and
the Effect of Like ability
May 1997
Sandra-Leigh Sprecker, B. A. Smith College
M. A. Antioch University
Ph.D. University of Massachusetts Amherst

Directed by: Professor Brunilda DeLeon

There is a need for an objective measure for matching psychiatric patients with
outpatient community settings. The Current Behavior Inventory has been developed
to meet this need. This study uses data from 50 patients at two outpatient settings in
New York State to examine the reliability and validity of the CBI. The effect of a
measure of likeability is also examined. Four measures were used: the Current
Behavior Inventory-Clinician Form, to identify the skills demonstrated by the patients
in the study; the Current Behavior Inventory-Provider Form, to identify the skills
required by the settings and those skills that enhance success at the settings; Level of
Success-Ranking, a forced ranking of the 25 patients from each setting used in the
study; and Likeability, a 5 point Likert-type scale. Ten patients were rated by
independent raters to examine interrater reliability.
The percent of the skills identified as required by the settings that were
demonstrated by each patient was calculated and the percent of the skills identified as

v

enhancing success by the settings demonstrated by each patient was calculated.
Significant correlations were found between the percent of the required skills
demonstrated by patients and Level of Success-Ranking, and the percent of enhancing
skills demonstrated and Level of Success-Ranking. There was no significant
correlation between Likeability and Level Of Success-Ranking. There was a
significant correlation between the skill measures and Likeability. The findings
suggest that the CBI is useful in predicting success for patients in these settings. The
interrater reliability was shown to be good.

vi

Table of Contents

Chapter

page

Abstract. v
List of Tables.ix
1. Introduction.

1

Statement of the Problem. 2
Development of the CBI. 5
Purpose of the Study. 8
Rationale for the Study.10
Definition of Terms.
13
Research Questions.15
Limitations of the Study.16
2. Review of Literature Concerning Evaluating
Patients for Aftercare Placement.18
Review of the Instruments Currently in Use.18
The Current Behavior Inventory.24
3. Methodology.30
Introduction.30
Sample.31
Confidentiality and Protection of Human Rights.32
Design of Study.33
Instruments.34
Procedures.37
Results.40
Discussion.44
Conclusions.
51
4. Recommendations for Future Research.53
5. Summary...56

VI1

Appendices

A. The Cbi Clinician Form.60
B. The CBI Provider Form.69
C. Level of Success-Ranking.77
D. Like ability Scale.79
E. Cronbach Alpha for Clinician Form CBI.81
References.84

Vlll

List of Tables

Table

Page

1. Scales Used and Staff Responsible for Completing Each Scale. 36
2. Comparison of Number of Skills Required at Settings.41
3. Correlation Table.43
4. Cronbach Alpha and Split Half Results.83

lx

Chapter 1
Introduction

This chapter will give a brief overview of the research project and the context in
which it has been developed The purpose and rationale for the study, the definition
of terms, research questions, and limitations will also be presented in this chapter.
In New York State as well as the rest of the country there is an increasing
emphasis on treating the severely and persistently mentally ill in outpatient settings.
This has created a need for screening tools to assure appropriate placement of
patients into settings where their needs can be met and they will experience success.
Ideally a screening tool would assess both the requirements of a setting and the skills
of the patient. There are several behavioral-analysis screening tools currently in use
for inpatient settings and these will be briefly reviewed. The Current Behavior
Inventory (CBI) was developed in consultation with clinicians who treat the severely
and persistently mentally ill, inpatient and outpatient (Glickman, Margolies, Lash,
Shah, Donaldson, & Lewandowski, 1986). The CBI has two forms: the Provider
Form to identify the skills required for admission to a setting, and a Clinician Form to
identify the skills demonstrated by each patient. Each form has the same 75 skills to
be rated. Several studies on the reliability and validity of the CBI have been
completed and will be reviewed. This study focuses on the question of whether the
relationship between a patient’s demonstrated skills and the setting’s required skills
for admission, as measured by the CBI, predicts success for the patient at the setting.
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Data on 50 former inpatients currently attending outpatient aftercare are used in
this study. Administrators responsible for admitting and transferring patients into and
out of the programs completed the Provider Form CBI. The Clinician Form CBI was
completed by clinicians familiar with the patients. The patients were ranked in order
of relative success at the setting by an administrator familiar with all the patients. A
subjective measure defined as “Likeability” was obtained from a staff member of the
program who worked with all the patients on a daily basis. The percentages of skills
required by the setting which were demonstrated by each patient was calculated. The
relationship of the Level of Success and Likeability is examined using correlations.

Statement of the Problem
In the last decade there has been a general trend in state mental health systems to
move toward discharging as many patients as possible into the communities and
reducing inpatient populations. This is evidenced by the closure of state-run mental
health hospitals throughout the Northeast. New York State closed the Harlem Valley
Psychiatric Center in 1993 and has cut down the size of its other mental health
hospitals. This downsizing of inpatient settings has led to an increase in the number
of community residences and outpatient treatment programs needed and available for
aftercare of the severely and persistently ill mental health patients. In New York
State there are currently four levels of outpatient residential settings and four levels
of outpatient treatment programming available for the severely and persistently
mentally ill patient.
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In New York, the supervised residences fall into four general categories: Family
Care, Community Residence Level I, Community Residence Level II, and State
Operated Community Residence (SOCR). Each make different demands on residents
and require different levels of functioning. Margolies (1994) described the different
requirements of the four levels of supervised residences. Of the residences surveyed,
the SOCR’s were the least restrictive requiring only an average of 10 identified skills,
with a range of 0 to 31, required for admittance. The Family Care settings were a
more restrictive setting with an average of 20 identified skills, range of 0 to 60 skills,
required for admission. Next most restrictive was the Level I Community residences
with an average of 32, a range of 0 to 63 required skills, and the Level II Community
Residences were the most restrictive with an average of 57, a range of 38 to 75
identified skills required for admission to the setting. These settings vary in the
degree of freedom and responsibility expected for the patients. The most restrictive
settings, those requiring the greatest number of demonstrated skills for admission, are
the settings which most closely resemble independent living in the general
community.
The treatment program options currently fall into four general categories: Partial
Hospitalization, Day Treatment, Intensive Psychiatric Rehabilitation Treatment, and
Community Outpatient Clinics. These are also tailored to meet the needs of patients
with differing levels of functioning and differing needs for support services. There
are no specific data available on the requirements for the treatment programs with
each program screening potential participants on an individual basis.
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The variety of settings and programs offer a welcome diversity of options for
patients at different levels of functioning. But, it also poses special challenges in
planning programs to prepare patients for discharge and in evaluating patients for
admission to specific programs. In Margolies’ (1994) research, generic requirements
are identified for at least the different levels of residences, but there are still no
objective criteria to judge for which facilities patients are best suited. No published
reports were found describing the placement practices now in effect in any state, but
New York and Vermont state employees involved with placing patients were able to
explain the process (Virginia Moore and Paul Cohen, 1996, personal
communication).
Currently, a patient is screened in person by the outpatient residence or program
coordinator. Admission status is determined by interviewing the hospital social
worker, reviewing the patient’s medical record, and observing the patient’s behavior
during on-site visits. Screening instruments are rarely administered and those in use
in New York State will be reviewed below. This screening process has a good deal
of uncertainty for the patient looking to be discharged and the residence or program
evaluating a prospective participant. The process is mostly subjective and does not
provide specific guidelines for admissions. Outpatient staff must rely on memory and
experience to judge who is appropriate for the residence or program. Inpatient staff
likewise use subjective judgments to decide what skills and behaviors should be
taught to patients to prepare them for discharge. This process has the potential for
mistakes associated with subjective evaluations. Subjective measures have the
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potential for misjudgment. A patient discharged to a setting which expects a higher
level of functioning than the patient is capable of at the time could face discouraging
failure and an expensive rehospitalization. There is a need for an objective, reliable,
and valid measure to reduce some of the above uncertainty in the process of placing
patients into programs and residences. An effective screening instrument could save
time and money while increasing the likelihood of success for the chronically
mentally ill.
The purpose of this study is to examine the reliability and predictive validity of
the Current Behavior Inventory. A brief description of the CBI will be presented in
the following section.
Development of the CBI
The CBI was initially developed at the Harlem Valley Psychiatric Center in the
1980’s (Glickman, Margolies, Lash, Shaw, Donaldson, and Lewandowski, 1986).
When Harlem Valley closed, the work continued at Hudson River Psychiatric Center.
These are state-run mental health hospitals, primarily serving the severely and
persistently mentally ill.
New York State, like the rest of the country, is currently downsizing its inpatient
services and focusing on providing services on an outpatient basis. Hudson River
Psychiatric Center once had a population of 4,000 to 5,000 patients. It now has a
population of 400 to 500 patients and is looking to be smaller soon. The whole state
system of mental health providers is moving toward a managed care system and

5

providing maximum care for minimum cost. This shift emphasizes the need to place
participants into programs which meet their particular needs in order to maximize the
potential for success and to avoid rehospitalization. It also suggests a need to
customize skills building programs in the hospitals in order to focus on the specific
skills needed to enter into available outpatient programs.
Some outpatient settings expect patients to self-monitor their physical and
psychological symptoms and to structure their own time. Other outpatient settings
offer more intense support and supervision. A high functioning and stable patient
could find intense structure restrictive and demeaning, while a patient who is
struggling with disturbing symptoms could find too much responsibility distressing.
It is evident that there is a need to be able to assess the requirements and expectations
of a setting and to be able to assess, with a high level of confidence, that patients
have the skills needed to meet the demands of the environment into which they are
being discharged. The current method of interviews and record review is time
consuming and subjective. A more objective and efficient method is called for.
The CBI is intended as a tool for placing patients in outpatient settings
appropriate to their level of functioning and to maximize efficiency by facilitating
targeted programming to address specific deficits. The CBI has two forms, each with
the identical 75 behaviors to be rated on four levels.. The Provider Form is designed
to be filled out by the administrators of a program or residence who are responsible
for admitting or transferring patients. The Provider Form rates the 75 skills as
“Required for admission”, “Enhances success”, “Not required for admission”, or
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“Not applicable to this setting”. In this way a setting is able to specify the skills
expected of the patient by the setting, as well as the skills that would enhance the
possibility of success at the setting. The Clinician Form is designed to be filled out
by a clinician familiar with the patient. The clinician rates the patient on the same 75
skills as “Performed in the last two weeks”, “Would have performed in the last two
weeks if given the opportunity”, “Could perform if given skills training or
remotivation treatment”, or “Is unlikely ever to perform”. In this way the clinician
identifies skills the patient currently possesses or could acquire with training. By
comparing the Provider Form from the setting with the Clinician Form for the patient,
there is an objective measure to determine if a patient has at least the minimum skills
expected for admission to a specific setting. In the case of a patient lacking the skills
needed for admission to a setting, there would be information to determine what
skills could be taught to ready the patient for the setting.
Because both forms rate the same skills, there is the possibility of measuring the
fit of the patient’s abilities to the environmental demands. Whereas a good fit would
indicate that the patient is ready for participation at a specific setting, a poor fit
provides specific information on deficits that can be addressed with skills training.
This facilitates placing patients into settings which are prepared to meet the patient’s
needs and strengths. This should maximize the experience of success and allow for
targeted programming to address identified deficiencies. Other screening instruments
currently in use in New York assess patient skills but lack the specific evaluation of
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the demands of the environment, and thus lack the specific measure of patient to
environment fit.
With the current emphasis on downsizing, efficiency, and outpatient treatment, it
is vital that there be a reliable method to assure that a setting will be able to meet the
needs of a patient and a patient will be able to meet the demands of a setting. There
is also a call to tailor skills training programs to address the specific skills needed for
admission and productive participation in the outpatient settings patients are
discharged to. The CBI is designed to be an instrument which measures both the
demands of a setting as well as the abilities of the patient. Some validity and
reliability studies have been done and will be reviewed below. This study addresses
the need for further study into the interrater reliability and predictive validity of the
CBI. In the following section I will discuss the areas of research this study
investigated.

Purpose of the Study
With the downsizing of state inpatient mental health settings, there is pressure on
the outpatient settings to meet the treatment needs of the severely and persistently
mentally ill. In one study Endicott, Herz, and Gibbon, (1978) found that brief
hospitalization followed by day treatment or other outpatient care is the most cost
effective and the least stressful on the families and the patients. It has also been
shown that when schizophrenics in community care were in situations where they
were functioning well and not under undue stress, they experienced less anxiety and
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less depression (Serban, 1979). The demands of outpatient settings vary and it is
important to place patients into settings where their abilities are respected as well as
supported. If a patient is placed into a setting inappropriate to his or her strengths or
weaknesses, the patient may experience anxiety, depression and potential setbacks. It
is therefore important to have a tool to assist the placement of patients into programs
appropriate their level of functioning. There is currently no instrument in use which
evaluates both the demands of a setting as well as the abilities of the potential
participants. The screening process is a subjective process of interviews, case
management, and chart review (Dorwart & Hoover, 1994). This can be expensive
both in staff usage and in setbacks for patients who are placed in settings which do
not meet their needs. There is a demand for a reliable and valid tool to save costs in
resources and human suffering by evaluating patients and settings to match the
requirements and expectations of both.
The potential benefits of the CBI as a screening and evaluation tool are manifold,
but to be used with confidence it needs further research to show it is reliable and
valid. Previous research has been done to support the CBFs interrater reliability,
content validity, and discriminant validity (Glickman, Margolies, Lash, Shah,
Donaldson, & Lewandowski, 1986; Devine, Glickman, and Margolies, 1993;
Glickman, Margolies, and Devine, 1993). The predictive validity and interrater
reliability of the CBI as a screening tool needs to be developed further. The major
purposes of this study are:
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•

To examine the predictive validity of the CBI, whether the relationship between a
patient s demonstrated skills and the skills identified as required for admission to
a specific setting, as measured by the CBI, correlates with success at the setting.

•

To examine the contribution in predictive success with the addition of a measure
of Likeability to the scale.

•

To examine the interrater reliability of the CBI.
If the CBI can be shown to be a reliable screening tool, then it can be used to

screen patients for admission into outpatient settings where they will have a good
opportunity to participate productively, continue in their recovery, and avoid
rehospitalization.
A reliable and valid instrument for placing patients into outpatient programs
could reduce patient stress and setbacks, reduce subjective judgments from staff for
placement of patients, and help focus resources in treatment programs to facilitate
patient acquisition of specific skills which are the most useful in outpatient settings.
The purpose of this study is to examine if the CBI is such an instrument.

Rationale for the Study
In the current climate of downsizing inpatient settings in New York State and
elsewhere, it is important to have a tool to facilitate placement of patients into
settings where they will be successful and can avoid being transferred to more
restrictive settings. Appropriate placement is both cost effective and humane. The
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CBI, with its ability to match the requirements and demands of a setting to the
abilities of the patients, is potentially such a tool.
The CBI can also be used to define or update the requirements for individual
programs. By choosing patients who meet at least the minimum expectations of
functioning at a setting and then completing a Clinician Form CBI on those patients,
a profile of minimum skill requirements could be developed. This would be a list of
skills most commonly shared by the patients who are at least minimally successful at
the setting. By choosing the highest functioning, or most successful patients at a
setting and looking at their CBIs and identifying skills shared by the most successful
but not common among the minimally successful, then skills that likely enhance
success could be identified. Program requirements could be updated accordingly.
The CBI has been designed as a matching tool. It has 75 items (skills) which are
rated by either clinicians about the patient (on the Clinician Form) or by providers
about the setting (on the Provider form). Studies already completed on the validity
and reliability of the CBI will be reviewed below. The authors of the CBI intended it
to be used to determine the demonstrated skills of a patient and the skills needed to
function in a specific setting, and then to match a patient to an appropriate setting.
This study looks at the validity of this feature of the CBI by determining what
percentage of a setting’s required skills have been demonstrated by each patient
there, and comparing this number to the individual patient’s Level of Success
ranking.
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Interrater reliability on the CBI had been weak on several specific items and the
instructions have been updated to address this area. The CBI is designed to compare
the ratings of individual items and therefore the reliability of the individual items is
important. Part of this study will examine interrater reliability to determine whether
the interrater reliability is now acceptable on all items.
Previous studies on the predictive validity of the CBI did not look at the
influence of other possible conditions. In this and other studies, avoidance of transfer
to a more restrictive setting is used as the definition of success. Growe, Klass,
Rudolf, and Strizich (1977) found that “belligerence” was negatively correlated with
time in the community without readmission. This effect remained significant even
when controlling for the number of previous admissions. Furthermore,
“belligerence” was the only factor in their study which showed a significant
correlation with tenure in the community. The authors conclude that “...a patient’s
ability to avoid gross difficulties in social functioning [was found] to be as important
for his [or her] remaining in the community as are psychological factors and level of
instrumental functioning”. If effective social functioning, as measured by
belligerence, was positively correlated with success, then a more general measure of
overall social functioning such as likeability could also have an effect on determining
success. It is speculated that a patient who is well liked, but lacking in some
expected skills, would be carried along and assisted more readily than a patient who
is less well liked but has demonstrated more skills identified as required for the
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setting. For this reason, this study will examine the relationship of the Likeability
rating to the Level of Success ranking. Definitions of these and other terms follow.

Definition of Terms
In the interest of limiting misunderstandings, below are definitions of the terms
used in this study.
•

The Current Behavior Inventory (CBIV-The CBI is an instrument used for
assessing patients for placement into settings. The CBI uses a matching
technology which allows for an objective measure of how many skills
identified as required for admission to a setting are demonstrated by a
patient. There are 75 items or skills. These are scored by a setting on the
Provider Form as “Required for admission”, “Not required for admission but
enhances success in this setting”, “Not required for admission and does not
enhance success in this setting”, or “Not applicable in this setting”. The
same skills are rated for the patient on the Clinician Form as “Performs
independently or with minimum supervision”, “Would perform
independently or with minimum supervision now, if given the opportunity to
do so”, “Would perform independently or with minimum supervision if given
skills training or remotivation treatment”, or “Is never likely to perform
independently or with minimum supervision”.

•

CBI Total Score-The patient’s current broad skill level as measured by the
CBI. This is the total number of skills on the Clinician Form rated as
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Performs independently or with minimum supervision” or “Would perform
independently or with minimum supervision now, if given an opportunity to
do so”.
•

Demonstrated Skills—Items on the CBI-Clinician Form for which the patient
was rated as “Performs independently or with minimum supervision” or
/

“Would perform independently or with minimum supervision now, if given
an opportunity to do so”.
•

Required Skills--These are the items on the CBI-Provider Form which have
been identified by the setting as “Required for admission”.

•

Enhancer Skills-These are the items on the CBI Provider Form which have
been identified by the setting as “Not required for admission but enhances
success in this setting”.

•

Percent Match—This is calculated by comparing the patient’s demonstrated
skills as measured by the CBI to the required skills of the setting as measured
by the CBI. The number of the patient’s demonstrated skills that match the
setting’s identified skills required for admission is divided by the total
number of required skills of the setting to calculate the percent match of the
patient’s skills to the expectations of the setting. This is the Percent MatchRequired. The Percent Match-Enhancer is calculated the same way using the
enhancer skills of the setting.
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•

Success—The ability to function at a level that avoids transfer to a more
restrictive setting.

•

Level of Success-Ranking (LOS-RV-A patient’s position on a forced ranking
of all the patients from a setting who are in the study.

•

Likeabilitv-A subjective measure rated on a 5 point Likert-type scale.
Qualities considered for this study are: Temperament, sociability,
intelligence, mannerisms, affect, personality, physical qualities, cooperation,
style of dress, intrusiveness, communication skills, humor, and grooming, 1 is
not likeable, 5 is extremely likeable.

With the understanding of these terms, the following section will discuss the
research questions that will be explored in this study.

Research Questions
The following three research questions have been formulated for this study:
1. Is there a significant correlation between the percent match on the CBI and
the Level of Success-Ranking (LOS-R)?
2. Is there a significant correlation between Likeability and LOS-R?
3. What is the level of interrater reliability for the CBI?
These questions will be explored in this study in order to clarify the reliability,
validity, and utility of the CBI as a tool for placing patients and developing programs.
The following section will discuss the limitations of this study with regard to
generalization and sample population.
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Limitations of the Study
Given the population and the settings involved in this study, there are several
limitations. The two most influential in the collection of data concern confidentiality
and staff time demands. This study was conducted in a clinical setting.
The subjects of this study are severely and persistently mentally ill. All have a
history of inpatient treatment. It was essential that the patient’s confidentiality be
protected and the patients not be disrupted. To this end, all information was gathered
from staff employed at the settings. Primary therapists completed the CBI’s and
collected the demographic material. Patients were not be contacted directly by the
researcher and patients have been identified by a number only. The CBI is time
sensitive, as is explained below, and most of the information was collected in a two
week time period. This placed a heavy time demand on the staff at the settings. To
assure cooperation and to protect confidentiality, the number of patients involved
from each site was necessarily limited to 25 for a total of 50 subjects. This represents
approximately half of the patients at each setting.
Because of staffing constraints, it was not possible to use staff member of equal
education at both settings to complete the Likeability scale. At one setting it was
completed by a clinician and at the other setting it was completed by a
paraprofessional. This may have effected the results. One of the directors
completing the Provider Form CBI has been active in the development of the CBI.
All other staff were unfamiliar with the CBI at the beginning of this study.
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Although the settings are typical New York State run outpatient settings and their
populations can be considered representative of other New York State run settings,
programs can differ in other localities. The results will illuminate trends and suggest
further areas for research. When generalizing the results for other applications,
caution is recommended to assure the situations are sufficiently similar.
Because of the constraints of working in a clinical setting the sample size is
necessarily small but effort has been made to assure that the sample is as
representative as possible. The population to be used is similar to those in other New
York State-run settings and the subjects were randomly selected. Following is a
review of the literature on behavioral-analytic instruments currently used to evaluate
mental health patients.
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Chapter 2

Review of Literature Concerning Evaluating
Patients for Aftercare Placement
Review of Instruments Currently in Use
In determining the readiness of a patient for discharge the emphasis is on skills
and behaviors. For this reason the screening instruments are primarily behavioral

v
assessments. There is an expectation that a patient will still be experiencing some
psychiatric symptoms. The questions are focused on how well the patient copes with
the symptoms, how well the patient cares for him or herself, and how well he or she
gets along with others in a variety of situations.
The seminal work on behavioral instruments is an article by Goldfried and
D’Zurilla (1969) in which they describe a behavioral-analytic model for assessment
of competence. This instrument is not used by New York State to evaluate patients,
but is important for understanding instruments that are used and were developed
using this model. What set Goldfried and D’Zurilla’s work apart from previous
works was their emphasis on the situation in which a behavior occurs. Accordingly
their definition of competence is situational: “the effectiveness or adequacy with
which an individual is capable of responding to the various problematic situations
which confront him [or her]” (Goldfried & D’Zurilla, 1969, pg. 161).
The behavioral-analytic approach to assessment as described by Goldfried and
D’Zurilla is based on Kanfer and Saslow (1965) using a functional analysis of the
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behaviors in the context of the environment in which the behaviors occur. There are
five steps Goldffied and D’Zurilla specified for developing a behavioral-analytic
assessment instrument. They are: situational analysis, response enumeration,
response evaluation, development of the assessment criteria, and evaluation. In the
article, they describe the development of an instrument to assess competence in
freshmen at SUNY Stony Brook.
For the situational analysis Goldfried and D’Zurilla surveyed freshmen and staff
about possible problematic situations which may face an entering student. When a
representative inventory of situations was compiled, the response enumeration was
collected by surveying new students. Students provided narratives that described
their probable responses to the given situations. Response evaluation was conducted
by staff who observe freshmen and can identify behaviors are effective. The
instrument was evaluated using a comparison of students’ scores and their actual
effectiveness in social and academic situations as determined by grades and test
scores, ratings by teachers and guidance counselors, and in role plays of simulated
situations.
The weakness in this approach is the reliance on narrative and role plays.
Narrative has as an assumption that a person accurately reports actual behavior. This
weakness affects both the subjects being evaluated and the persons evaluating these
behaviors. Role plays have been criticized as weak predictors of actual behaviors in
real situations (Bellack, Hersen, & Lamparski, 1979). Subtleties of a situation may
be missed and those same subtleties may effect behaviors and outcomes. What may
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seem effective in a hypothetical situation may not actually be the best choice in a
specific and real situation (Conger, 1986). There is the problem of the reliability of
freeform narrative to decide which rated category best fits each narrative. Interrater
reliability tends be poor or require intensive training (Curran, 1979). However,
narrative or role play may be the best options when direct observation is not practical.
These concerns not withstanding, Goldfried and D’Zurilla were important in
introducing the concept of evaluating behaviors in context and emphasizing the
actual behaviors rather than the internal processes that may give rise to behaviors.
The Nurse’s Observation Scale for Inpatient Evaluation (NOSIE) which is
sometimes used for evaluating a patient’s readiness for discharge, is a scale based on
the Goldfried and D’Zurilla model. The NOSIE was developed at a Veterans
Administration hospital by Honigfeld and Klett (1965) to measure a patient’s
response to treatment interventions. It is usually completed by a nurse familiar with
the patient and is not considered a psychological instrument. It has been designed to
be sensitive to changes in a patient’s functioning over time. There are 30 items in the
instrument which are divided into six factor areas. Social competence. Social
interest. Personal neatness, Irritability, Manifest psychosis, and Retardation (negative
symptoms). The items/behaviors are scored on a four point frequency of occurrence
scale. The NOSIE relies on the direct observations and reports of nurses who are
familiar with the patient. The items are somewhat subjective in their descriptions
(“Gets angry or annoyed easily”, “Is messy in his eating habits”). The content
validity was high for subscales and total score (Honigfeld, Gillis, & Klett, 1966).

20

Global interrater reliability was satisfactory but three subscales (Irritability,
Psychosis, and Depression) were found to have poor interrater reliability. The
NOSEE was also found to have limited predictive validity for outcome (Hafkenschied,
1991). The NOSEE was developed to measure changes, but it has been used to
evaluate patient’s overall functioning and readiness for discharge, although no
standard criteria for discharge have been developed.
The NOSIE is useful in measuring a patient’s functioning in several areas
relevant to outpatient functioning, but it has several weaknesses. Having been
specifically designed to measure response to treatment it is not necessarily sensitive
to the specifics of an outpatient environment (Hafkenschied, 1991). The NOSIE is
scored as six factors and a total score, so specific behaviors are not isolated and
identified. There is also no mechanism to weight items for relevance to the specific
environment in which the patient is expected to function.
The Discharge Readiness Inventory (Hogarty & Ulrich, 1971,1972) was
developed to address the issues of specificity to the discharge environment. The DRI
is scored based on trained raters interviewing staff familiar with the patient and a
structured interview with the patient. It has 60 items and four subscales: Community
adjustment potential. Psychosocial adequacy. Belligerence, and Manifest
Psychopathology. The DRI was designed specifically to be relevant to the outpatient
environment and was developed in collaboration with clinicians involved with
community treatment of former patients (Hogarty & Ulrich, 1971). Interrater
reliability for the global and subscales scores was found to be good although
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individual items were less reliable (Hogarty & Ulrich, 1971). Unfortunately studies
looking at correlations between tenure in the community after discharge and scores
on the various DRI subscales revealed that only the Belligerence subscale had a
significant correlation (Growe, Klass, Rudolf, & Strizich, 1977). Although length of
time between discharge and readmission is only one measure of success, it is an
important one for the current situation where the emphasis is on community
treatment of the severely and persistently mentally ill.
The Physical and Mental Impairment of Function Evaluation (PAMIE) is a
related instrument used primarily for placing geriatric mentally ill patients in nursing
homes. The PAMIE was developed by Gurel, Linn, and Linn (1972) to fill a
perceived need for an instrument that addresses a wide range of behaviors
specifically relevant to the institutionalized geriatric patient. The intent was to
develop a measure that reflected the physical, psychological, and social functioning
and integrity of the person. The strength of the PAMIE is in its reliance on
observable behaviors without evaluating the internal processes prompting the
behaviors. The responses are yes-no; either the behavior was observed or not. This
reduces the need for trained raters and increases objectivity. The 77 items/behaviors
are divided into three factors: Physically Infirm, Psychologically Deteriorated, and
Psychologically Agitated (Gurel, Linn, Linn, Davis, & Maroney, 1970). These
combine to give an inclusive behavioral assessment of the patient on physical and
psychological factors. The items tend to be subjective and some have a negative tone
to them, (“Most people would think he is a mental patient”, “Objects or gives an
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argument before doing what he is told”). This may influence the attitude of a rater,
but this was not addressed in the literature. The internal reliability, discriminant
validity, and construct validity were shown to be good (Gurel, Linn, & Linn, 1972).
Interrater reliability was not reported.
One of the weaknesses of the PAMIE, as well as the other assessment
instruments, is the lack of evaluation of the environmental demands. It is not enough
to know what a patient is capable of; it is also important to know what is expected of
the patient in the environment. To evaluate the importance of a specific behavior it is
relevant to know the importance of that behavior for success in a specific
environment. To evaluate a patient’s functioning it is essential to understand the
environment where patient is or will be expected to function. The above instruments
do not look at the specific demands of the setting where the behaviors are occurring.
In fact they do not evaluate specific behaviors. The behaviors are clustered into
factors and total scores thus the specificity is lost. The Current Behavior Inventory is
designed to address the person/environment fit and it looks at specific behaviors.
Below I will introduce the CBI and the research that has been completed to date.

The Current Behavior Inventory
The Current Behavior Inventory (Glickman, Margolies, & Devine, 1993)
evaluates both the setting and the patient, thus attempting to assure that patients
possess the skills required and expected by the environments in which they must
function. It was designed to facilitate both appropriate discharge placement and
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treatment planning. A setting uses the Provider Form CBI to identify the skills
required for admission to the setting and those skills which enhance success at the
setting. A clinician familiar with a patient uses the Clinician Form CBI to identify
those skills a patient has demonstrated or is likely to acquire with training.
The Current Behavior Inventory (CBI) is based on the behavioral-analytic model
of assessment (Goldfried & D’Zurilla, 1969). The CBI was developed in consultation
with 25 clinicians who work at inpatient and outpatient New York State psychiatric
settings. It has 75 items/skills and each is evaluated on one of two forms by a
clinician or a setting administrator. The Clinical Response Form is completed by a
clinician or treatment team member familiar with the patient. Each item is evaluated
for the level at which the behavior or skill has been performed by the patient in the
past two weeks: “Performs independently or with minimum supervision”, “Would
perform independently or with minimum supervision now, if given the opportunity to
do so”, “Would perform independently or with minimum supervision if given skills
training or remotivation treatment”, or “Never likely to perform independently”. The
Provider Response Form is filled out by interviewing the administrators responsible
for admitting patients at a specific site and includes the same behaviors and skills as
the Clinician Response Form. Each skill or behavior is rated for its importance for
admission or success at the setting: “Required for admission”, “Not required but
would enhance success in this setting”, “Not required for admission and does not
enhance success in this setting”, or “Not applicable in this setting”. Although there
are four general factors: Independent community living. Interpersonal behavior. Work
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or training activities, and Symptom management, the items are intentionally not
grouped by function area in order to make item scores as independent as possible.
Factor scores are not calculated as it is the comparison of ratings on individual items
which is the relevant information. Does the patient perform a skill expected by the
setting? The CBI also includes appendixes for additional information about a
patient’s history and demographics.
Interrater reliability for an earlier, 95 item edition of the CBI was reported in
Glickman, Margolies, Lash, Shah, Donaldson, and Lewandowski (1986), and Devine,
Glickman, and Margolies (1993). In 1986, Glickman et al, randomly selected 20 of
60 patients living at an outpatient residential setting, who were all being treated at the
same state-run clinic. The patients ranged in age from 45 to 82 with diagnoses of
schizophrenic, major affective disorder and atypical paranoid disorder. The primary
clinician and another clinician familiar with the patient each completed a Clinician
Form CBI on each of the selected patients. The Provider Form was completed by
interviewing the administrators responsible for admissions and transfers and finding a
consensus on the behaviors considered necessary for admission and success at the
setting. These gatekeepers were also asked to identify behaviors which, while not
necessary for admission would enhance the success of a patient at the setting. The
average percentage of agreement for all subjects was 84%.
The content validity of the Provider Form CBI was estimated by Devine (1992)
by comparing the behaviors identified by the administrators of a site as necessary for
admission with the behaviors identified by the clinicians as currently performed by
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the patients at the setting. The gatekeepers identified 55 behaviors as required for
admission. Each patient’s CBI was reviewed to determine the percentage of the 55
identified required behaviors were actually performed. The average percentage of
compliance with the setting profile was 84.8% with a standard deviation of 13.53.
In 1993, Devine, Glickman, and Margolies reported interrater reliability data, as
well as information on the CBI’s predictive validity, and discriminant validity
between inpatient and outpatient. Fifty one patients were rated by two teams of
clinicians. When the sets were compared, the Pearsons correlation coefficient for
total score on the CBI was 0.82. The Pearsons correlation was significant for 71 of
the 75 items when the rater’s responses were compared item by item (r > .30 ). The
CBI was shown to have high internal consistency and global correlation and
reliability between rater sets, and marginal levels of interrater reliability on 71 of 75
items. Most of the interrater variability was associated with one rater on four items,
suggesting a need for clearer instructions for future raters.
A pilot study for prediction of success was measured by independently
evaluating 10 subjects at the time of discharge and using avoidance of readmission as
the criterion of success. The 10 subjects were given the CBI prior to discharge and
then followed for three months. Three patients were rehospitalized and seven
remained outpatients. There was no overlap in the scores of the two groups. The
range of the percent of the skills measured by CBI scores that were demonstrated by
the patients who were re-hospitalized was 73 to 83% with a mean of 79%. The range
of percent of skills measured by the CBI demonstrated by the patients who remained
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in the community was 90 to 100% with a mean of 94%. Prediction of success was
measured by independently evaluating 38 outpatients at 10 different settings using the
Clinician Form CBI and having the facility’s gatekeepers evaluate the success of each
patient on a one to five scale. The level of success ratings were significantly
correlated with CBI Total Scores (r = .3959, p = .014). Outpatients who were
evaluated as doing well by gatekeepers also scored high on total number of skills
demonstrated as measured by the CBI (Devine, 1992). These pilot studies suggest
that total score of the Clinician Form CBI demonstrates a high degree of accuracy in
predicting a patient’s success at a setting and a patient’s ability to avoid
rehospitalization. The sample size was very small and a larger study is needed.
These studies did not look at the relationship of the skills demonstrated by the
patients and the skills identified by the settings as required. Therefore these studies
did not evaluate the matching aspect of the CBI, an important element in evaluating
its validity.
To test the CBI’s ability to discriminate between inpatients and outpatients, 82
patients, 41 inpatient and 41 outpatient, matched for demographics, were evaluated
using the Clinician Form CBI. Five clinicians, who did not know the patients and
were not familiar with the CBI, were asked to sort the patients into inpatient or
outpatient groups. Inpatients were assigned the correct group 87.8% of the time,
outpatient 92.8% of the time and the total correct assignments was 90.2%. The CBI
appears to have good discriminant validity.
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In comparing the CBI to other screening instruments currently in use, the CBI
potentially has several advantages for clinicians and programs looking to place the
severely and persistently mentally ill into outpatient programs and residences. The
most important advantage is the ability to compare the identified skills and behaviors
demonstrated by a patient with those needed for success in a specific environment.
The CBI is the only behavior assessment instrument currently in use which
specifically measures both the demands of the environment and the functioning of the
person. This feature enables placement of patients into programs or residences for
maximum opportunity for success. By matching a patient’s demonstrated skills with
those identified as needed for success at a setting, patients can be placed in a “best
fit” situation. Further, programs can update their requirements by comparing the
identified required skills with the skills demonstrated by patients who are successful
and lacking in those patients who are not successful. With the two matched forms,
the Provider Form and the Clinician Form, comparisons and evaluations can be
readily accomplished.
Being able to compare possessed skills of the patient to the required skills of the
environment enables the design of specific skills training or remotivation treatment
programs that address specific deficits. In the current environment of decreasing
resources, this focuses resources into areas of identified needs and specific goals. For
instance, if a patient wants to participate in a sheltered workshop and lacks some of
the skills needed, those skills can be addressed specifically, rather than placing the
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patient into a general purpose program which may not fit the patient’s specific needs
as well.
The studies completed to date on the CBI indicate it has promise as an evaluation
and placement tool. The CBI could provide a much needed tool for placing patients
into programs where their skills and abilities would be sufficient to meet the demands
of the program. This assures a large percentage of patients encountering productive
and encouraging experiences in their out patient placements. However, there is a
need for more reliability and validity data. The nature of the psychiatric population
and the complexity of gathering data about this population makes research difficult
and limits sample size. Despite the difficulties, it is important to do more research on
predictive validity of the CBI. This study continues the work that has been done on
the CBI in order to determine if it can fill the need for a straightforward and cost
effective instrument for placing patients into programs and to tailor training programs
to facilitate the acquisition of the specific skills needed for admission and success in
outpatient programs. The following section discusses the methods that were used in
this study. The sample population, study design, data collection, and analysis will be
covered.
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Chapter 3
Methodology

Introduction
This study examines the reliability and validity of the Current Behavior Inventory
(CBI) on a group of 50 former psychiatric inpatients in two psychiatric outpatient
settings in New York State. In addition, measures of Level of Success and Likeability
are examined. The CBI is an instrument designed to facilitate placement of
psychiatric inpatients into aftercare settings where their skills will be sufficient to
meet the minimum demands of the setting. The CBI consists of 75 items/skills in two
forms. The Clinician Form is completed by a clinician familiar with the patient and
evaluates the patients demonstrated skills. The Provider Form is completed by an
administrator of a setting and identifies the skills required for admission and success
at a specific setting. (See page 27 for further details about the CBI.) In this study, the
Clinician Form CBls were completed by the primary therapists of the patients. The
Provider Form CBI was completed by the Director of each setting. A head
administrator in charge of admission and transfer decisions completed the Level of
Success-Ranking of the patients at each setting. A staff member who works with all
the patients on a daily basis, who completed no other ratings, completed a Likert-type
5 point rating of Likeability for each patient.
Ten of the patients were scored on the Clinician Form CBI by both the primary
therapist and another clinician from the same treatment team. These were compared
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to examine interrater reliability. The patient’s Clinician Form CB1 ratings on
individual items were compared to the Provider Form CBI for the setting to
determine the percent match between the demonstrated skills of the patients and the
skills identified as required for admission to the setting. This was done by comparing
the Provider Form CBI for the setting to the patient’s Clinician Form-CBI. The
number of the skills identified as required for admission by the setting that the patient
has demonstrated was divided by the total number of skills identified by the setting as
required for admission. This resulted in a Percent Match-Required score The
patient’s CBI ratings on individual items were also compared to the setting’s CBI
skills identified as “Enhances success” to determine the Percent Match-Enhancer
score. The Percent Match-Required scores and the Percent Match-Enhancer scores
were correlated with a patient’s rank on the Level of Success-Ranking. Level of
Success was correlated with Likeability. A complete description of methodology
follows.

Sample
Fifty patients were used in this study, drawn from two state-run outpatient
settings. Sampling entailed a random selection from an alphabetical listing of all
patients involved with the setting for at least 3 months. This time requirement was
necessary to assure a thorough knowledge of the patients by the clinicians and other
staff. No exclusion was made for recent hospitalizations or current diagnosis. The
time since last admission ranged from 2 weeks to five years. The ages of the patients
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ranged from 24 to 84 years with a mean age of 52 years and a standard deviation of
15 years. The diagnoses were Schizophrenia 58%, Bipolar 23%, Major Depression
8%, Schizoaffective 6%, Dementia NOS 2%, Psychosis NOS 2%. To protect the
confidentiality of the patients, the demographic information of the patients was
provided collectively for the entire sample and there was no opportunity to calculate
the relationship between age, diagnosis, and time since last admission.
The two settings were one continuing day treatment program and one state
operated community residence (SOCR) which has an in-house clinical treatment
program. Both settings are part of the New York state mental health system and
administered by the New York State Office of Mental Health.

Confidentiality and Protection of Human Rights
On entering a New York State run facility, all patients sign consent forms
assigning the facility responsibility for health care decisions and releasing data for
use in research approved by the New York Office of Mental Health. This research
was approved by Dr. James Smith of the New York Office of Mental Health. The
patients were not contacted directly or identified by name. Patient information was
obtained only through staff members. The settings identified patients using numbers
only. Lists of ages, diagnoses, and time since last hospitalization were provided
separately and collectively in order to prevent identifying characteristics from
accompanying the other data. The processed results, correlations, and conclusions
from this study, but not individual Clinician Form CBI scores, are being made
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available to the settings. The information gained for this study will not affect
treatment plans or program status.
This study involved anonymously collecting data for 50 randomly selected
patients at two state run outpatient settings. The patient were all diagnosed with
serious and persistent mental illness. The patients were representative of the setting
and the settings are representative of facilities run by the New York State Office of
Mental Health. The results may be applicable to similar patients in similar settings.

Design of Study
This study uses correlations and descriptive statistics to look at the reliability and
validity of the CBI in 50 psychiatric outpatients. The variables are Percent matchrequired, Percent match-enhancer. Level of Success-Ranking (LOC-R), and
Likeability. In some correlations LOC-R, and Likeability are treated as independent
variables for analytic purposes. In order to protect the anonymity of the subjects,
demographic information is presented collectively and is not matched with the CBI
scores.
Pearsons correlations were calculated for these associations: Percent Matchrequired and Percent Match-enhancer, Likeability and Percent Match-Required, and
Likeability and Percent Match-Enhancer. Spearmans Rho was calculated for the
following associations: Percent match-required and LOC-R, Percent match-enhancer
and LOC-R, Likeability and LOC-R. The interrater reliability is calculated by
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comparing the 10 Clinician Form CBIs which were completed by two independent
raters.
Because of the population involved, this is necessarily a small study. Building
on previous research, the information is valuable for program development and
discharge planning teams. The results can be used to focus future studies on the CBI.
This study illuminates which variables are the most instructive or discriminating, and
helps to determine validity of the CBI. The following section describes the
instruments used in this study.

Instruments
There are four measures used in this study, the CBI-Provider Form, the CBIClinician Form, Level of Success- Ranking Scale, and Likeability Scale. They are
briefly described below. Table 1 depicts the scales used and which staff at the
settings were responsible for completing each scale.
Current Behavior Inventory (CBI)-An instrument used for assessing patients for
placement into outpatient settings. The CBI uses a matching technology. There are
75 items/skills all of which are on each of two forms-the Provider Form and the
Clinician Form. An administrator of a setting who is responsible for admissions and
transfers scored the skills on the Provider Form, on a 4-point scale, as either required
for success, enhancing to success, not required-not enhancing, or not applicable. A
patient’s primary therapist scored the same skills on the Clinician Form, on a 4-point
scale, as either performed independently or with minimum supervision within the last
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two weeks, would perform independently or with minimum supervision if given the
opportunity, could perform if given skills training or remotivation treatment, or never
likely to perform. For more detailed information on the CBI see page 15.
Level of Success-Forced Ranking (LOC-R)--An administrator responsible for
admissions and transfers at the settings ranked the 25 patients from his or her setting
from least to most successful. Success is defined as functioning at a level that meets
the expectations of the current setting and avoids transfer to a more restrictive setting.
This forced ranking was utilized to sidestep the response set bias of individual ratings
(Arnold & Feldman, 1981). For more details see page 16.
Likeabilitv Scale--A 5-point Likert-type scale similar to those used in other
studies (Allen, Tamoff, & Coyne, 1985, Russell, 1984). Qualities to be considered
were included on the scoring sheet (see Appendix D). These are: temperament,
sociability, intelligence, mannerisms, affect, personality, physical qualities,
cooperation, style of dress, intrusiveness, communication skills, humor, and
grooming. For more details see page 17.
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Table 1
Scales Used and Staff Responsible for Completing Each Scale

Scale
Provider Form CBI
Clinician Form CBI
Independently Scored
Clinician Form CBI
Level of Success-Ranking
Likeability

Completed By
Director of setting
Primary therapist
Other clinician on patient’s treatment team
Administrator at setting responsible for admissions and
transfers
Other staff member familiar with all patients
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These are the instruments that were used to gather the data. Table 1 on page 38
shows the instruments used in this study and the staff responsible for completing each
instrument. The procedures used will be covered in the following section.

Procedures
The patients used in this study were not contacted directly nor identified by
name. Patient information was obtained anonymously by this researcher, through
staff familiar with the patients. The information gathered does not affect treatment
plans or program status. The settings identified the patients by number only. Staff
involved had a list indicating which patient was represented by each number, but the
researcher did not have access to this list. Demographic information such as age,
diagnosis, and time since last discharge was provided by the staff in a collective form,
independent of the patient numbers. This was to protect the confidentiality of the
patients used in the study.
Because of the time sensitivity of the CBI, data were collected within a two week
period for each setting. The patient’s primary therapist completed the CBI Clinical
Form. The Director of each setting completed the Provider Form CBI for their
respective settings. The LOC-R was completed by an administrator responsible for
admissions and transfers at each setting. The Likeability rating was completed by a
treatment team member familiar with all the patients used in the study and who
works with the patients on a daily basis.
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The unique quality of the CB1 is its ability to evaluate the specific requirements
of a setting and the abilities of a specific patient and match the patient to a setting
appropriate to his or her specific skills. To examine the validity of this aspect, the
Clinician Form CBIs for each patient were compared to the Provider Form CBI for
their setting. The skills for which the patient was scored either “Performs
independently or with minimum supervision” or “Would perform independently or
with minimum supervision now, if given the opportunity to do so” were categorized
as demonstrated skills for the purpose of calculating a patient’s skill level. The skills
identified by the setting on the Provider Form CBI as “required for admission” were
categorized as required skills. To calculate the Percent Match-Required the
demonstrated skills of the patient were compared to the required skills of the setting.
The number of demonstrated skills the patient had that were required skills of the
setting was divided by the total number of required skills of the setting to calculate
the Percent Match-Required. This gives a measure of how close the patient’s skill
repertoire matches the expectations of the setting. By calculating a percent, it is
possible to compare the patients of two settings with different numbers of required
skills.
The skills identified by the setting as “ Not required for admission but enhances
success in this setting” were categorized as enhancer skills. The number of
demonstrated skills that the patient had that were enhancer skills of the setting was
divided by the total number of enhancer skills of the setting. This produced the
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Percent Match-Enhancer. This gives a measure of enhancer skills of the patients that
can be compared across the two settings.
The Level of Success-Ranking was completed by an administrator of the setting
who ranked the 25 patients of each setting in order of perceived success. Success
was defined as functioning well at the present setting and possibly being considered
for transfer to a less restrictive setting (see Appendix C). Forced ranking was used to
avoid response bias that can skew individual ratings.
The Likeability Scale was completed by a staff member who is in daily contact
with all the patients used in the study. Likeability was a 5-point Likert-type scale.
The rater was instructed to rate each patient on their perceived likeability. Qualities
to be considered in deciding Likeability were provided on the form (see Appendix D).
Interrater reliability of the Clinician Form was measured by using two
independent raters for 10 of the patients. The primary therapist for each patient
completed the Clinician Form CBI. Another therapist on the patient’s treatment team
also completed a Clinician Form CBI for the 10 patients who were used in the
interrater reliability study. Both sets of scores were collected on the same day to
accommodate the time sensitivity of the CBI. All clinicians were provided with the
standard instructions sheet provided in the CBI, as well as a decision tree diagram
(see Appendix A). For these patients, the primary therapist’s scores were used for the
correlation calculations in this study.
Two sites were used in this study to accommodate several constraints and to
provide some possible illumination. The Clinician Form of the CBI takes about 30
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minutes to complete for each patient. Until the CBI is a standard instrument used in
the New York State mental health system, filling out the form places a major burden
on staff time. To assure cooperation, accuracy, and meet the time constraints, it was
necessary to spread the time load between two sites.
For this study 50 psychiatric patients at two New York State outpatient settings
were assessed using the Clinician Form CBI completed by the patient’s primary
therapist. Ten patients were independently evaluated by another clinician on the
patient’s treatment team. The directors of the settings completed the Provider Form
CBI. Administrators in each setting ranked the patients in the study on the LOC-R.
Another treatment team member in daily contact with the patients completed the
Likeability rating on the patients. The data were collected in a two week period for
each setting. The results of this study will be presented in the following section.

Results
Clinician Form CBIs, Level of Success Ranking, and Likeability scores were
obtained for 50 psychiatric patients in two outpatient settings run by the New York
State Office of Mental Health. Age and diagnosis were obtained for 47 of the
patients. All analyses were performed using Statistica for Windows version 6.0.
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Table 2
Comparison of Number of Skills Required at Settings

Setting 1

Setting 2

In Common

34
13
12
29
10
22
* Skills identified using the Provider Form CBI

# Required Skills*
# Enhancer Skills*
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The patients used in this study ranged in age from 24 to 84 years of age. With a
mean of 52 years and a standard deviation of 15 years. Diagnoses were
Schizophrenia 58%, Bipolar 23%, Major Depression 8%, Schizoaffective 6%,
Dementia NOS 2%, Psychosis NOS 2%. Time since last psychiatric admission
ranged from 2 weeks to 5 years. All patients had been admitted into the setting for a
minimum of three consecutive months.
Table 2 shows the number of required and enhancing skills identified by each
setting. Setting 1 identified 34 skills as required for admission to the setting and 22
skills as enhancing success at the setting. Setting 2 identified 13 skills as required for
admission to the setting and 29 skills as enhancing success at the setting. As
predicted by Margolies (1994), 12 (92%) of the skills required by the less restrictive
setting were also required by the more restrictive setting.
The percentage of skills identified as required by each setting (Percent MatchRequired) that were demonstrated by the patients at that setting ranged from 29% to
100% with a mean of 88.4% and a standard deviation of 15.7%. Forty percent of the
patients in this study demonstrated all of the skills identified as required at their
setting, 64% had a Percent Match-Required score of 90% or better. The percent of
skills identified as enhancing to success (Percent Match-Enhancer) at each setting
that were demonstrated by the patients at that setting ranged from 13% to 100% with
a mean of 79.3% and a standard deviation of 19.1%. Twenty percent of the patients
in this study demonstrated all of the skills identified as enhancing to success at their
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Table 3
Correlation Table
PercentMatch
Required

PercentMatch
Enhancer
.78 +

Level of
SuccessRanking
.34*

Likeability

—

.30*

.47 +

—

.23 *

.23 +

—

Percent-Match
Required
Percent-Match
.78 +
Enhancer
.34*
.30*
Level of SuccessRanking
.47 +
.52 +
Likeability
* = Spearmans Rho
+ = Pearsons Coefficient of Correlation
Bold = Significant at the p = .05 level
—
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.52 +

setting, 34% had a Percent Match-Enhancer score of 90% or better. Level of
Success- Ranking (LOC-R) ranged from 1 to 25, with a mean of 13, by definition of
the scale. Likeability scores ranged from 1 to 5 with a mean of 3.7 and a standard
deviation of 1.2.
The Spearmans Rho coefficient of correlation for Percent Match-Required to
LOC-R was .34, p = .016, the Spearmans Rho for Percent Match-Enhancer to LOC-R
was .30, p = .032. The Spearmans Rho for Likeability to LOC-R was .23, p = .111.
Other correlations which were significant at the p=.05 level were: Percent MatchRequired to Percent Match-Enhancer, Pearsons r = .78, p = .0001, Percent MatchRequired to Likeability Pearsons r = .52, p = .0001, Percent Match-Enhancer to
Likeability Pearsons r = .47, p = .001.
The interrater reliability was calculated as the percent agreement of scores on
individual items on the Clinician Form CBI for the 10 patients who were
independently scored by two clinicians. The agreement was 79.4% across all items.
These results will be discussed in the following section.

Discussion
The results of this study indicate there is a significant correlation between a
patient’s ability to demonstrate skills that are required by a setting and a patient’s
perceived success at the setting. There was also a significant correlation between a
patient’s ability to demonstrate skills identified as enhancing to success at a setting
and a patient’s perceived success at that setting. There was no statistically significant
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correlation between a patient’s rating of Likeability and the patient’s Level of
Success-Ranking. The interrater reliability in this study was good.
The interrater reliability of 79.4% indicates the utility of this instrument for
broad usage. None of the clinicians used in this study had any familiarity with the
CBI prior to the start of this study. The only training given was the instruction sheet
and the decision tree (see Appendix A). The good interrater reliability indicates the
CBI can be used by clinicians with little prior training and obtain substantially the
same results for the same patient.
The coefficient of correlation of Percent Match-Required to LOC-R of .34, with
a g = .016 indicates the CBI is potentially useful for matching patients to settings
where they will experience success. The studies presented in Devine (1992) looked
at the predictive validity of the total CBI score as well as the Enhancer subscale.
Devine (1992) found total score, defined as the total number of skills of the CBI
identified as demonstrated by the patient, was highly correlated with the
administrator’s rating of the patient on a five point scale of success. The number of
skills identified as enhancing success which were demonstrated by the patients was
also well correlated with the level of success. The current study specifically
addresses the Percent Match validity for both the Required subscale and the Enhancer
subscale. This study measured the percent of the required skills of the setting that
were actually demonstrated by the patients. The findings show that the patients with
a higher percent of the required skills in their behavior repertoire had a higher
perceived success at the setting. This supports the proposal to use the CBI to match
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patients to settings to promote success for the patient. By evaluating the demands of
the setting and the abilities of the patient, skill by skill, the CBI can be used to
measure the “goodness-of-fit” of a specific setting for a patient.
The coefficient of correlation of the Percent Match-Enhancer to LOC-R was .30,
P = .03. This is not as strong as the correlation of Percent Match-Required to LOC-R,
and that is consistent with the intent of this subscale. Its purpose is to identify skills
that are not required at a setting, but rather, are likely to enhance a patient’s
experience of success at a setting. Devine (1992) had found that the mean level of
success scores were significantly higher in the group of patients who had a high
number of the skills identified as enhancing to success. The Percent Match-Enhancer
Scale should be viewed as an enrichment scale. If a patient has most of the skills
required by a setting for admission, then a higher percent of the enhancer skills
demonstrated by the patient should indicate a greater opportunity to experience
success at the setting.
Although the correlations in this study for the Percent Match-Required and Enhancer to Level of Success are significant, they are not strong. This may indicate a
need for the settings to examine the requirements for admission and the skills that are
understood to enhance success at the setting. If a setting has accurately identified the
skills required for admission, then at any given two week period the large majority of
the patients at the setting should be demonstrating the skills. Psychiatric patients
often suffer temporary setbacks and will not always be able to demonstrate all of their
skills. However, only 40% of the patients in this study had demonstrated all of the
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required skills of their setting in the two weeks prior to the administration of the
Clinician Form CBI. This suggests that there may be some inaccuracies in the skills
identified as required for admission. The CBI could be used to refine the admissions
requirements by identifying the skills demonstrated by the majority of the patients at
the setting who are at least minimally successful. These items would form the
baseline of required skills. The additional skills demonstrated by the patients at the
setting who are extremely successful would be categorized as the skills enhancing
success at the setting. Periodic review and update could be done using the CBI.
The fact that a minority of the patients in this study had demonstrated all of the
skills required for admission to the setting also illustrates the need for a better
admissions process. Without an objective measure to determine if a patient has the
required skills for admission, there is a likelihood that patients will be admitted who
are unable to meet all of the requirements. This sets up the dynamics for patient
stress and setbacks. The CBI can be used to screen patients at the time of admission
to assure they each have the skills required to assure maximum opportunities for a
successful experience at the setting. The subjective process now in use is
demonstrated in this study to have flaws in screening patients accurately.
The coefficient of correlation for Likeability to LOC-R was .24 with p = . 10.
This is not statistically significant. The interest here was whether a patient’s personal
characteristics and the effects of subjective likeability would influence the judgment
of a patient’s success. The possibility existed that a patient who is well liked and
easy to be around could receive more support than a patient who is less likeable.
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This could possibly lead to a less skillful patient who is liked being perceived as more
successful. This study does not support this conclusion.
There were some confounding factors in the Likeability section of the study. The
staffing at the settings was minimal and it was not possible to get staff members to
complete this scale at each setting who were of equal education and training. The
priority decision was made to use a staff member who worked daily with each patient
in the study, but was not a primary therapist or administrator. At one setting this was
a clinician and at the other setting the rater was a paraprofessional. This could have
been a confounding factor. The paraprofessional consistently scored the patients as
moderately to very likeable. The clinician rated patients with more variance. In both
cases the majority of patients were scored as at least moderately likeable (3 on the 5point scale). This can be viewed as good news as it indicates that the staff working
with these patients like them in general. It is interesting that the paraprofessional
rated the patients as more likeable and this suggests further research to examine the
subjective experience of staff working with the severely and persistently mentally ill.
An interesting research question would be: Do staff working in facilities for the
severely and persistently mentally ill like the patients they work with and is there a
general difference in subjective opinion of the patients based on training or
experience?
The inclusion in this study of the element of likeability was due to the findings of
Growe, Klass, Rudolf, and Strizich (1977) where they found “belligerence” was
negatively correlated with tenure in the community between admissions. They stated
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the assumption that belligerence was equated with social functioning and concluded
that social functioning was the most important factor in determining success. It was
this researcher’s hypothesis that if effective social functioning, as measured by
belligerence, was positively correlated with success than a more general measure of
overall social functioning such as likeability could also have an effect on determining
success. This hypothesis was not supported by the data. It is possible that the
definitions of belligerence and likeability were sufficiently different as to not be
usefully equivalent or that the populations used in these two studies were sufficiently
different as to effect the results.
The interrater reliability of this study was 79.4% across all items. This is
relatively strong and is consistent with the interrater reliability found for the original
95 item CBI (Glickman, Margolies, Lash, Shah, Donaldson, & Lewandowski, 1986).
This was the first interrater reliability study to be done on the 75 item instrument with
the new standard instruction sheet. Previous studies (Devine, 1992) had shown weak
interrater reliability on four items and prompted the inclusion of the instruction sheet.
This study indicates the reliability is now adequate. This is important to the
usefulness of the CBI, as the CBI is designed to be completed by clinicians working
with the patients and will be completed independently by numerous individuals with
minimal direction other than the instruction sheet which was used in this study.
Other information of interest, but not central to this study comes from looking at
the relationship of Percent Match-Required to Percent Match-Enhancer, Percent
Match-Required to Likeability, and Percent Match-Enhancer to Likeability. As
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expected the Percent Match-Required is strongly correlated with Percent MatchEnhancer (r = .78, p = .001). This indicates that patients who demonstrate a high
percentage of the skills required by a setting also demonstrate a high percentage of
the skills identified as enhancing success by the setting. This is logical and intuitive.
Patients with more skills in general are likely to have more of the skills specifically
identified by a setting as either required for admission or enhancing to success. There
is also a strong correlation of both Percent Match-Required and Percent MatchEnhancer to Likeability (r = .52, p = .0001 and r = .46, p = .0006 respectively). This
indicates that patients who meet a setting’s expectations are better liked. This effect
is stronger than the correlation of either skill measure with the Level of SuccessRanking. This suggests that general skill level effects likeability and if a patient is
able to meet the expectations of a setting he or she is liked, but not necessarily
perceived as successful. The effect may be due to the fact that if a patient is able to
meet expectations then he or she is not likely to require a great deal of staff attention,
and what attention is needed is likely to be positive or at least neutral. This would be
very desirable in a busy, minimally staffed setting such as the ones used in this study.
The weaker, but still significant, correlation of skill level to success is provocative.
The effect may be due to the apparent inaccuracies in the identified required skills for
admission to the settings discussed above. It may be that skills other than the ones
identified by the settings in this study would better reflect the demands of these
settings.
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Conclusions
This study, based on 50 psychiatric patients in two outpatient settings, indicates
the CBI is effective in predicting success at a community setting. Patients who
demonstrated a higher percentage of the skills required by a setting for admission
were scored as more successful by administrators of the setting. The Enhancer scale
was also shown to be effective in predicting success. Patients who demonstrated a
higher percentage of the skills identified as enhancing to success at the setting were
also rated as more successful by the administrators of the setting. These findings
suggest that the matching technology of the CBI is useful for placing patients in
settings to maximize the opportunities for success. The CBI can be used to
objectively measure whether a patient has the skills needed at a setting and this study
shows that a good match of patient abilities to setting demands does predict success
at the setting.
Likeability, as defined in this study, does not seem to have a major effect on a
patient’s perceived success at the settings used in this study. This indicates that
Likeability would not be useful as an additional parameter in the CBI. The poor
correlation between success and Likeability in this study suggests that these settings
do not judge success as related to a patient’s subjective likeability. Although the
findings do not rule out a likeable patient being more supported by staff that support
does not apparently affect the patients perceived success level.
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Likeability does seem to have a strong relationship to skill level. This suggests
the need for more study. It would be useful to find out if there are specific skills that
enhance a patient’s Likeability. The findings concerning Likeability are somewhat
reassuring as perceived success is apparently based to a greater degree on actual
match of patient skills to the requirements of a setting and not on subjective
likeability of the patient.
Interrater reliability of the CBI is good when the instruction sheet is given to the
clinicians filling out the Clinician Form CBI. The instruction sheet apparently
cleared up the difficulties that were evident in Devine (1992). Independent clinical
raters will score the same patient substantially the same on individual items when
given the instruction sheet as a guide. The strong interrater reliability shown in this
study suggests that the CBI can be given to clinicians unfamiliar with the instrument,
and with only the instruction sheet at a guide, and the results will be substantially the
same for different raters with no further training needed. The following chapter will
explore the specific implications of these findings for future research.
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Chapter 4
Recommendations for Future Research

There are several areas open for further exploration of the CBI. This study
showed there is a significant correlation between the percentage of the skills that are
identified as required by a setting that a patient demonstrates and that patient’s
perceived success. In addition there is a significant correlation between the
percentage of skills identified as enhancing success at a setting that a patient
demonstrates and that patient’s perceived success. These correlations were not as
strong as the correlation between a patient’s skill level and the patient’s rating of
likeability.
These findings suggest that these settings may need to evaluate the skills that are
identified as required for admission. In this study only 40% of the patients already at
the setting had recently demonstrated all of the skills identified as required for
admission. This low match rate suggests that there are other criteria that would more
accurately reflect admissions standards or that the admissions process does not
accurately screen for patient’s abilities. The correlation of Percent Match-Required
to LOC-R was significant but not strong. This result suggests that the settings should
reevaluate the admissions requirements and the admissions process to identify the
skills predict success at the setting and to assure an objective evaluation of each
patients skill level. The evaluation of the entrance requirements could be done using
the CBI, recording the skills of all the patients at the setting and rating patients on
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long term success. By cataloging the skills repertoire of the patients who were at
least minimally successful, a list could be compiled of admissions requirements
based on the skills shared by the members of this group. The additional skills
demonstrated by the most successful patients would provide a list of the skills most
likely to enhance success at the setting.
Based on the pilot study by Devine (1992) and the findings of this study, there is
a need for a longitudinal study of the CBI’s predictive validity. It is important to
examine if the percent of skills identified as required by a setting which are
demonstrated by patients at that setting predicts long term success. Ideally,
placement of patients into appropriate outpatient settings will reduce readmissions to
hospitals. It is important to determine if the CBI can contribute to this goal. For this
study, patients would be scored on the Clinician Form CBI at the time of discharge
from a psychiatric hospital and followed for a year. Provider Form CBIs would be
obtained from the community settings into which the patients were admitted. The
percent match of skills demonstrated by a patient at the time of discharge to the
required skills for admission to the setting would be compared to the patient’s tenure
in the setting and general level of success over a period of months.
The correlation of likeability to skill level suggested in this study is of interest
for further study. Likeability as defined in this study did not predict success.
Likeability was correlated with the percent of required and enhancing skill the patient
demonstrated. The correlation may be an artifact of this study and the way
Likeability was measured, but further research is suggested to examine if the
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correlation between likeability and skill level is repeatable and which skills may
associated with likeability.
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Chapter 5
Summary

In recent years there has been an increasing emphasis on treating the severely
and persistently mentally ill in outpatient settings. There has been an accompanying
emphasis on evaluating the social and behavioral functioning of these patients and
tailoring programming and placements to address specific needs. These trends have
given rise to a need for a systematic and objective method of evaluating a patient’s
level of functioning and assessing the appropriateness of a specific placement. The
current method of evaluation used in most settings is a combination of interviews and
behavioral assessments (Virginia Moore and Paul Cohen, personal communication).
This method has several weaknesses. There is potential for subjective opinions
effecting judgment and there is no set criteria for admissions to a specific setting.
Mistakes in placement of a patient can be expensive emotionally for the patient and
family, and in resources. What is needed is a method to evaluate and match a
patient’s functioning and the demands of a setting to provide an objective measure of
the goodness of fit of a setting for a specific patient.
This study examined the predictive validity and reliability of the CBI as an
instrument for placing psychiatric patients into outpatient settings. The influence of a
subjective measure defined as “likeability” was also examined to determine if the
CBI would be enhanced by the addition of this measure.
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Two outpatient settings run by the New York State Office of Mental Health were
used to collect data on 50 psychiatric patients. Patients used in the study were
randomly chosen and identified by number only. All patients used in the study had
been affiliated with the facility for at least three months. Ages ranged from 24 to 84
years of age. Diagnoses were Schizophrenic, Bipolar, Major Depression,
Schizoaffective, Dementia NOS, and Psychosis NOS.
The measures used in this study were the Clinician Form CBI, the Provider Form
CBI, Level of Success-Ranking, and Likeability. The Clinician Form CBI was
completed by the primary therapist for the patients. It identifies the skills the patient
has demonstrated recently and those skills the patient is able to be taught. Ten
patients were independently rated by another clinician on the patient’ treatment team.
The Provider Form CBI was completed by the director of the settings used. It
identifies the skills and behaviors that a patient is expected to be able to perform
before admission to the setting. The Provider Form CBI also identifies skills that
would enhance success at the setting and those skills on the CBI that are not
applicable to the setting. Level of Success-Ranking was completed by an
administrator at each setting who is responsible for decisions of admission and
transfer of patients. The 25 patients of each setting were ranked in order of their
relative success at the setting. Success was defined as functioning well at the setting
and possibly being considered for transfer to a less restrictive setting. Likeability was
completed by a staff member not otherwise used in the study who is in daily contact
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with all the patients used at each setting. Likeability was scored on a 5-point Likerttype scale.
The percent of skills identified as required by each setting (Percent MatchRequired) that were demonstrated by the patients at that setting ranged from 29% to
100% with a mean of 88.4% and a standard deviation of 15.7%. Forty percent of the
patients in this study demonstrated all of the skills identified as required at their
setting, 64% had a Percent Match-Required score of 90% or better. The percent of
skills identified as enhancing to success (Percent Match-Enhancer) at each setting
that were demonstrated by the patients at that setting ranged from 13% to 100% with
a mean of 79.3% and a standard deviation of 19.1%. Twenty percent of the patients
in this study demonstrated all of the skills identified as enhancing to success at their
setting, 34% had a Percent Match-Enhancer score of 90% or better. Level of
Success- Ranking (LOC-R) ranged from 1 to 25, with a mean of 13. Likeability
scores ranged from 1 to 5 with a mean of 3.7 and a standard deviation of 1.2.
The findings of this study show that there is a significant correlation between the
percent of the skills identified as required by a setting that are demonstrated by a
patient and that patient’s perceived success (Spearmans Rho = 34, p = .016). There is
a weaker but still significant correlation between the percent of skills identified as
enhancing to success at a setting that are demonstrated by a patient and that patient’s
perceived success (Spearmans Rho = .30, p = .03). There was no statistically
significant correlation between a patient’s rating on Likeability and the patient’s rank
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on Level of Success (Pearson r = 24,p = . 10). The interrater reliability was 79.4% in
this study.
The findings suggest the CBI is useful in predicting success for a patient in the
settings used in this study. The correlation was significant but not strong. The setting
requirements may need examining to refine the list of skills defined as required for
admission to better reflect the skills actually needed for success at these settings.
This could be done using the CBI to identify the most common skills of the patients
who are at least minimally successful at the settings. The poor correlation of
Likeability to Level of Success-Ranking was encouraging, suggesting that the
perception of success is not generally based on a patient’s subjective likeability.
There was a significant correlation between Percent Match-Required and Percent
Match-Enhancer and Likeability, Pearson r = .52, p = .001 and r = ,47,p = .001
respectively. This suggests that patients who meet the skill and behavioral
expectations of these settings are perceived as likeable.
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Appendix A

The CBI Clinician Form

1993
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PAUL J. MARGOLIES, PH.D.
HUDSON RIVER PSYCHIATRIC CENTER

JEANNE M. DEVINE, PH.D.
ROCKLAND PSYCHIATRIC CENTER
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INSTRUCTIONS TO CLINICIANS: PART I
The purpose of this questionnaire is to obtain a detailed picture of your patient's functioning at the
present time. The behavior you rate may be observed by you directly or reliably reported by
someone else.
When a patient is judged to perform a behavior, this means consistent performance across different
settings. It is not enough to perform the behavior in only a few relevant settings or inconsistently
within settings.
Here are some definitions of terms used in the questionnaire:
"current behavior": Please consider patient's usual or typical behavior over the
course of the PAST TWO WEEKS only.
"performs independently or with minimum supervision": To score in the first column
(1), clients must demonstrate a substantial degree of independence in their
performance. If they are currently receiving more than minimum supervision in any
behavior, or if they refrain from an undesirable behavior that they are prevented from
performing by restrictions on their movements, they should be scored in columns 2,
3 or 4.
"behaves appropriately": To judge appropriateness, raters should use community
standards, not the lower standards of inpatient settings.
"skills training": This is an approach to treatment which provides patients with the
opportunity to learn new behaviors through modeling, role-playing, and practicing
with therapists and others.
"remotivation therapy": This refers to treatment designed to increase a patient's
motivation to perform a behavior.
"work”: In items 42-52, this means all paid employment whatever the source of
payment, formal vocational training programs that include the practice of work skills
required on the job, or regularly scheduled and performed volunteer work.
Please check one column for each item.
Do not leave any items blank.
situation, consider whether

If the item does not seem applicable to the patient's current

the patient is capable of the behavior but currently lacks the opportunity to perform
it (thus check the second column); or
even if the patient was given the opportunity he or she would need skill
training/remotivation therapy (thus check column 3); or
the patient is never likely to perform the behavior (thus check column 4).
THANK YOU very much for taking the time to complete this questionnaire.
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CBI Decision Tree
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BEHAVIOR DURING THE PAST TWO WEEKS ONLY

2

CURRENT BEHAVIOR

1. Accepts social contact from others

N/A

2. Engages in group activities
3. Behaves politely

N/A

4. Conducts saall talk conversations with others

N/A

5. Laughs and sailes appropriately

N/A

6. Respects living space of others (eg. Does not lie in
another's bed)
7. Respects common living areas
8. Refrains from disturbing the sleep of others
9. Refrains from touching other people inappropriately

N/A

10. Refrains from demanding unusual amounts of attention

N/A

11. Refrains from taking other people's food
12. Refrains from eating habits that disturb others
13. Stops other people from taking advantage of him/her,
in an acorooriate manner
14. Asks for information or instructions when needed
15. Performs tasks accurately following verbal
instructions
16. Observes established routines and rules of the setting

3

4

Would perform independently or with
minimun supervision now, if given
an opportunity to do so
Would perform independently or with
minimum supervision If given skills
traininq or remotivation trpAtirw»nr
Is never likely to perform
independently or with minimun
supervision

CONSIDER PATIENT'S USUAL OR TYPICAL

Performs independently or with
minimum supervision

1

N/A

N/A

CURRENT BEHAVIOR

17. Respects the property of others

N/A

18. Refrains from enlisting others in carrying out
disruptive behavior in the setting

N/A

19. Relates appropriately to service providers in the
community (e.g. police, shopkeepers, bus drivers)
20. Refrains from verbally abusing or threatening others

N/A

21. Counts money and makes change
22. Eats regularly end sufficiently to meet nutritional
needs

N/A

23. Exercises good judgment (i.e., not impulsive) in
spending money
24. Makes purchases in stores
25. Behaves appropriately in stores
26. Washes and bathes regularly

N/A

27. Selects appropriate garments (not bizarrely dressed)
28. Keeps room, apartment, or living space clean and tidy

N/A

29. Takes care of own property

N/A

30. Helps with,household chores

4

Uould perform independently or with
minimum supervision'if given skills
training or remotivation treatment
Is never likely to perform
independently or with minimun
supervision

3

an opportunity to do so

minimum supervision now, if given

2

Would perform independently or with

CONSIDER PATIENT'S USUAL OR TYPICAL
BEHAVIOR DURING THE PAST TWO WEEKS ONLY

Performs independently or with
minimi*n supervision

1

CURRENT BEHAVIOR
31. Takes responsibility for own laundry including
operating washing machine and dryer
32. Uses household appliances safely and appropriately
33. Recognizes and avoids common dangers (e.g. wet floors,
hot liquids, electrical appliances, etc.)
34. Seeks assistance when unable to deal with any danger
35. Uses public transportation
36. Travels to and from residence without getting lost
37. Crosses streets safely as a pedestrian
38. Seeks appropriate help to deal with difficulties in
Social Services funding
39. Appears at appointments on time
40. Takes initiative in asking relevant questions
41. Accepts criticism constructively
42. Participates in work
43. Arrives on time for work
44. Work attendance is regular and reliable
45. Works for a sustained period of time

66

3

4

Uould perform independently or with
minimum supervision df given skills
training or remotivation treatment
Is never likely to perform
independently or with minimun
supervision

Uould perform independently or with
minimun supervision now, if given
an ODOortunitv to do so

CONSIDER PATIENT'S USUAL OR TYPICAL
BEHAVIOR DURING THE PAST TWO WEEKS ONLY

Performs independently or with
minimun supervision

12

BEHAVIOR DURING THE PAST TWO WEEKS ONLY

CURRENT BEHAVIOR

46. Follows directions from work supervisor
47. Observes safety rules at work/training
48. Dresses appropriately for work setting
49. Copes effectively with work-related stress
50. Respects the property of the workplace
51. Works without interfering or fighting with other
workers
52. Cooperates with other workers
53. Regularly and reliably keeps appointments for therapy
and rehabilitation treatment programs
54. Seeks appropriate help in psychiatric emergencies
55. Seeks appropriate help in medical emergencies
56. Reports on side effects of medication
57. Reports psychiatric symptoms
58. Reports non-psychiatric physical symptoms
59. Refrains from self-injurious behavior

N/A

60. Refrains from assaultive behavior

N/A

61. Refrains from talking to self in ways that bother
others
62. Refrains from making bizarre faces or gestures
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3

4

Would perform independently or with
minimum supervision now, if given
nn opoortunitv to do so
Uould perform independently or with
minimus supervision If given skills
training or remotivation treatment
Is never likely to perform
independently or with minimum
supervision

CONSIDER PATIENT'S USUAL OR TYPICAL

Performs independently or with
minimum supervision

12

N/A
N/A
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CURRENT BEHAVIOR

63. Refrains from staring at others inappropriately

N/A

64. Refrains from sexually inappropriate behavior

N/A

65. Complies with medical treatment recommendations
66. Speech and gestures are understandable and relevant
67. Refrains from abusing alcohol
68. Refrains from abusing drugs
69. Refrains from losing control when bothered by others

N/A

70. Is appropriately assertive when bothered by others

N/A

71. Grooms self adequately on daily basis (hair, shaving,
N/A

make-up, general appearance)
72. Completes assigned tasks
73. Takes medication as prescribed and delivered in
current setting
74. Self-medicates accurately and reliably according to
prescription
75. Refrains from disrupting group based programs (e.g.
psychotherapy, rehabilitation, recreation etc. groups)
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Appendix B

The CBI Provider Form

1993
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C.B.I
THE CURRENT BEHAVIOR INVENTORY
PART II: PROVIDER RESPONSE FORM
/
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ROCKLAND PSYCHIATRIC CENTER

PAUL J. MARGOLIES, PH.D.
HUDSON RIVER PSYCHIATRIC CENTER
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ROCKLAND PSYCHIATRIC CENTER
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CBI:

PROVIDER RESPONSE

FORM

daTE:

/

/

Name of Setting:____
Address:

__

Name of Person providing information:
Position:

_

Interviewer:_

Type of Setting
(Please check all that apply)

_A.
_B.
_C.
_D.
_E.
_F.
_G.
H.
.1.
J.
K.
L.
M.
N.
,0.
P.

Pre-Placement
Interview Required
Yes_No
Own Family_
_
_
Family Care Home_
_
_
Boarding Home_
_
_
Level I Community Residence (Half-Wav House)
_
_
Level II Community Residence
_(Intensive Supportive Apartment)_
_
_
Level III Community Residence
_(Supportive Apartment)_
_
_
State Operated Community Residence
_(On-grounds SOCR)_
_
_
Adult Home_
_
_
Vocational Program_
__
Alcohol Program_
_
_
Drug Program_
_
_
Day Treatment___
Continuing Treatment_
_
_
Clinic Treatment_
_
_
Social or Recreation Program_
_ . _
Other _ (Please be specific) _
_

CURRENT BEHAVIOR INVENTORY
In this section we are interested in learning which of the following
behaviors must be performed independently or with minimum supervision for
admission to your setting and which, if not required, contribute to success
in your setting.
Note: The term "work" in items 45-52 means all paid
employment whatever the source of payment, formal
vocational training programs that include the practice of
work skills required on the job or regularly scheduled
and performed volunteer work.
Please check one column for each item.
the time to complete this questionnaire.
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THANK YOU very much for taking

1. Accepts social contact from others
2. Engages in group activities
3. Behaves politely
4. Conckjcts small talk conversations with others
5. Laughs and smiles appropriately
6. Respects living space of others (eg. Does not lie in
another's bed)
7. Respects common living areas
8. Refrains from disturbing the sleep of others
9. Refrains from touching other people inappropriately
10. Refrains from demanding unusual amounts of attention
11. Refrains from taking other people's food
12. Refrains from eating habits that disturb others
13. Stops other people from taking advantage of him/her,
in an appropriate manner
14. Asks for information or instructions when needed
15. Performs tasks accurately following verbal
instructions
16. Observes established routines and rules of the setting
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4

Not applicable in
this setting

3

Not required for admission
and does not enhance success
in this settina

2

Not required for admission
but enhances success in this
settlna

Required
for acknission

1

1

Required
for adnission
17. Respects the property of others
18. Refrains from enlisting others in carrying out
disruptive behavior in the setting
19. Relates appropriately to service providers in the
commLnity (e.g. police, shopkeepers, bus drivers)
20. Refrains from verbally abusing or threatening others
21. Counts nor.'y and makes change
22. Eats regularly and sufficiently to meet nutritional
needs
23. Exercises good judgment (i.e., not impulsive) in
spending money
24. Makes purchases in stores
25. Behaves appropriately in stores
26. Washes and bathes regularly
27. Selects appropriate garments (not bizarrely dressed)
28. Keeps room, apartment, or living space clean and tidy
29. Takes care of own property

•

30. Helps with household chores
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3

4

Not required for admission
but enhances success in this
setting
Not required for admission
and does not enhance success
in this setting
Not applicable in
this setting

2

Appendix C

Level of Success-Ranking
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31. Takes responsibility for own laundry including
operating washing machine and dryer
32. Uses household appliances safely and appropriately
33. Recognizes and avoids common dangers (e.g. wet floors,
hot liquids, electrical appliances, etc.)
34. Seeks assistance when unable to deal with any danger
35. Uses pcfclic transportation
36. Travels to end from residence without getting lost
37. Crosses streets safely as a pedestrian
38. Seeks appropriate help to deal with difficulties in
Social Services funding
39. Appears at appointments on time
40. Takes initiative in asking relevant questions
41. Accepts criticism constructively
42. Participates in work
43. Arrives on time for work
44. Work attendance is regular and reliable
45. Works for a sustained period of time
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Not applicable in
this setting

Not retired for adnission
but enhances success in this

4

in this setting

Required
for admission

3

Not required for adnission
and does not enhance success

2

setting

1

3

4

Not required for admission
and does not enhance success
in this settina
Not applicable in
this setting

2

Not required for adnission
but enhances success in this
settina

Required
for admission

1

46. Follows directions from work supervisor
47. Observes safety rules at work/training
46. Dresses appropriately for work setting
49. Copes effectively with work-related stress
50. Respects the property of the workplace
51. Works without interfering or fighting with other
workers
52. Cooperates with other workers
53. Regularly and reliably keeps appointments for therapy
and rehabilitation treatment Droorams
54. Seeks appropriate help in psychiatric emergencies
55. Seeks appropriate help in medical emergencies
56. Reports on side effects of medication
57. Reports psychiatric symptoms
58. Reports non*p6ychiatric physical symptoms
59. Refrains from self-injurious behavior
60. Refrains from assaultive behavior
61. Refrains from talking to self in ways that bother
others
62. Refrains from making bizarre faces or gestures
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*

63. Refrains from staring at others inappropriately
64. Refrains from sexually inappropriate behavior
65. Complies with medical treatment reconmendations
66. Speech and gestures are understandable and relevant
67. Refrains from abusing alcohol
68. Refrains from abusing drugs
69. Refrains from losing control when bothered by others
70. Is appropriately assertive when bothered by others
71. Grooms self adequately on daily basis (hair, shaving,
make-ip, general appearance)
72. Completes assigned tasks
73. Takes medication as prescribed and delivered in
current setting
74. Self-medicates accurately and reliably according to
prescription
75. Refrains from disrupting group based programs (e.g.
psychotherapy, rehabilitation, recreation etc. groups)
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in this settina

Not required for admission
and does not enhance success

3

4

Not applicable in
this setting

2

Not required for adnission
but enhances success in this
settina

for adnissfon

Required

1

Level «f Success
Please rank the twenty subjects on the attached list in order of their relative success.
Please write only the C# for each subject on the line which reflects the person’s
relative success. The top of the list is for those subjects who are perceived at this
time as being the most successful in this setting or who may be ready for a less
restrictive setting. The bottom of the list is those people who are less successful this
time or may not be meeting the criterion to stay at this site. Please use separate lines
for each subject, using your own judgment to decide any apparent ties for any rank.

Most Successful

1. _
2. _
3. _
4. _
5. _
6. _
7. _

8.

_

9. _

10. _
11.___
12._
13. _
14. _
15. _
16. _
17. _
18. _
19. _
20. _
21. _

22._
23. _
24. _
25. __
Least Successful

Thank you for your time and cooperation.
Please return this form to Sandra-Leigh Sprecker at Hudson River Psychiatric Center.
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Appendix D

Likeability Scale
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Likcabilily
Please rate the patients on the attached list on a scale of 1 to 5 for the subjective quality of likeability by
marking the box that is the closest fit. There is one sheet provided for each subject. Identify the subject
only using the C#. Some terms are provided below to suggest qualities that might be considered when
determining subjective likeability.

Subject C#

Possible Considerations:
Intrusiveness
Communication Skills
Humor
Grooming

Personality
Physical Qualities
Cooperation
Style of Dress

Temperament
Sociability
Intelligence
Mannerisms
Affect

Mark the box that best reflects where you feel the subject fits on a scale of general likeability.

1
□
Not likeable

•A

4

:«

□

□
Moderately likeable

Extremely likeable

Thank you for your time and cooperation.
Please return this form to Sandra-Leigh Sprecker at Hudson River Psychiatric Center.

80

Appendix E

Cronbach Alpha for Clinician Form CBI
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Cronbach Alpha for the Clinician Form

CBI

The CBI is designed to match specific patient skills to specific skills required by
a setting. This is an item-by-item matching and is calculated as a percent match of
the skills demonstrated by the patient to those required by a setting. Although it is
/

not the primary purpose of the CBI, it can also be used to calculate the number of
skills listed in the CBI which are demonstrated by the patient. This is referred to as
CBI total score. To date the internal reliability of the CBI Clinician Form has never
been calculated. Below are the results of the Cronbach Alpha and Split Half
Reliability calculations for the Clinician Form CBIs used in this study.
The CBI items can be roughly divided among four function areas, but the items
are listed on the Provider Form CBI and the Clinician Form CBI independently of the
function areas in order to maximize independence of response for each item.
Cronbach Alpha was calculated for the full scale. The Split Half Calculation was
calculated dividing the odd and even items. The Cronbach Alpha for the full scale
was .93. The correlation of the odd items to even items was .92. The Split Half
Reliability was .96. These are strong indicators that the CBI has good internal
reliability. Table 4 shows the Cronbach Alpha and Split Half results.
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Table 4
Cronbach Alfa and Split Half Results

Calculation

Correlation Coefficient

Cronbach Alpha-Full Scale

.93

Correlation Odd to Even Items

.92

Split Half Reliability

.96

Cronbach Alpha-Odd Items

.87

Cronbach Alpha-Even Items

.85
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